patients with herpes. The treatments prescribed varied, the commonest being saline washes, idoxuridine, and oral antibiotics. Serological tests were repeated after the disappearance of the lesions in 90 % of clinics, while in 60 % of clinics women with herpes genitalis were advised to have cytological examination at regular intervals in future. The importance of excluding syphilis in patients presenting with genital ulceration, the most appropriate treatments for herpes, and the possible association between the disease and cervical carcinoma are discussed.
Introduction
Although herpes genitalis remains one of the less common sexually transmitted diseases seen in clinics, it does present several special problems. Firstly, the disease often recurs; secondly, an effective treatment has yet to be found; thirdly, the question of its association with cervical cancer remains unresolved. The importance of herpes genitalis should therefore not be underestimated.
The methods used by clinics for sexually transmitted diseases in England and Wales were surveyed (Adler et al., 1978) . The diagnostic techniques used for herpes genitalis and its treatment are now reported.
Results

DIAGNOSTIC FACILITIES AND THEIR USE
Cultures
In a previous paper (Adler et al., 1978) (Table 1) . In a further 8% of clinics virus cultures were used for selected male patients, while in 7 % they were used for selected females. In more than one-third of clinics, however, the diagnosis was made from the clinical history and examination, without pathological confirmation.
In clinics where virus cultures were not used in every case the most common reasons for selecting patients were that the attack of herpes was particularly severe, or that the doctor was unable to determine clinically whether the patient was suffering from herpes or from syphilis.
Serum antibody complement-fixation tests and cytology Serum antibody complement-fixation tests were performed in 30% of all clinics. Routine cytology Darkground microscopy Darkground examinations to exclude syphilis were performed on all men with genital ulceration in 58 % of clinics, on selected patients in 36%, and were not performed at all in 11 clinics (6%) ( Table 2 ). The corresponding figures for women were similar. Table 3 shows the reasons given for selecting Belsey and M. W. Adler between clinics in which they were performed in all cases and those in which they were performed in selected cases.
FREQUENCY OF DIAGNOSTIC TESTS
Clinics in which virus cultures were used routinely as a method of diagnosis were compared with those which used them in selected cases and those which did not use them at all, to find out if these figures differed from those on darkground examinations to exclude syphilis. It was found that darkground examinations were equally likely to be performed in clinics using virus cultures in some or all cases as in those clinics in which virus cultures were not used. The number of darkground examinations performed was also found not to differ between clinics using cultures in all cases, in selected cases, or not at all.
EXAMINATION OF CONTACTS
In approximately one-half of clinics attempts were made to see all contacts of patients suffering from herpes genitalis (Table 5 ). Consultants working in another 32% of clinics tried to see contacts in selected cases, while in the remaining clinics no attempts were made. Table 6 shows the criteria for group.bmj.com on November 6, 2017 -Published by http://sti.bmj.com/ Downloaded from seeing contacts given by the clinics in which only selected contacts were seen. The most common reason was that the patient reported that his or her sexual contact had signs or symptoms of genital ulceration. Some consultants were even more selective and would see only the patient's regular partner or contacts of patients suffering from recurrent attacks of herpes. In 51 clinics only one criterion for seeing male contacts was given, while in three clinics two criteria were mentioned; of the clinics in which attempts to see selected female contacts were made, one criterion was given in 47, two were given in five, and in three clinics the criteria used for selection were not ascertained. (Catterall, 1974; Schofield, 1975 Hutfield (1964) found that 0 5% IDU in ointment shortened the duration of genital herpetic lesions after the beginning of treatment by 2-8 days, compared with an inert preparation. Five per cent IDU in dimethulsylphoxide (DMSO) was shown by MacCallum and Juel-Jensen (1966) to shorten the duration of attacks of oral herpes by 6-3 days, but DMSO alone also resulted in a decrease of 4-1 days. Schofield (1964) reported that of 54 patients treated with 0 5 % IDU in liquid paraffin and white soft paraffin on both oral and genital lesions, only three reported recurrences, but his low follow-up rate must cast doubt upon this finding. Four weeks after their initial visit, over 50% of the original group had been lost to follow-up, and by three months this proportion had reached 88%.
In contrast, Ng et al. (1970) reported that they found IDU to have no beneficial effect on the duration of the infection or on the prevention of recurrent disease. In a study comparing photodynamic inactivation, 0.5% IDU ointment, and normal saline there was no difference between IDU and saline with respect to the relief of pain, the healing time, or the time taken for the virus to disappear as measured by cultures (Taylor and Doherty, 1975) . A recent double-blind controlled alone also showed no evidence that the addition of IDU improved the results of treatment in any way (Morgan, 1977, personal communication) .
Even if IDU were proved to be beneficial, its side effects-such as contact dermatitis-would militate against its widespread use. Furthermore, Green and Staal (1976) warned against the indiscriminate use of topical IDU in strengths of 5 % or greater, because of its mutagenic potential. In cells pretreated with IDU, they and other workers have found enhanced susceptibility of resistant cell types to infection by cytomegalovirus and adenoviruses, enhanced replication of many other RNA and DNA viruses, and induction of infectious virus production in cells with integrated viral genomes, including viruses associated with human and animal neoplasia.
We have reported that photodynamic inactivation has not been widely adopted as a method of treatment for herpes genitalis in this country. An early report of its effects was encouraging (Felber et al., 1973) but two subsequent studies in which neutral red dye was compared with a non-photoactive dye, phenolsulfonphthalein, failed to show any difference in the duration of patients' discomfort, the healing time of the lesions, the time taken to eliminate the infective virus, or the length of time between recurrences (Myers et al., 1975; Roome et al., 1975) . Cusumano and Monif (1975) also suggested that the inactivation of the virus is only partial. While the damage is sufficient to prevent it from producing lesions, the apparently inactivated virus particles can still be capable of transforming a cell, and thus giving rise to local malignancies, but only after a delay of many years.
It is understandable that many consultants, although aware that little can be done to shorten the duration of the lesions, hope that some form of therapy will be of some psychological benefit to the patient. However, in view of the equivocal evidence on the efficacy of IDU and photodynamic inactivation, their potential side effects and expense, it is suggested that their use is not justified.
1971; Skinner et al., 1971) . These studies consistently show that positive antibodies are more common among women with dysplasia, carcinoma in situ, and invasive carcinoma than among their respective controls, and furthermore that they are less common among women with dysplasia than among those with carcinoma in situ, and most prevalent among women with invasive carcinoma. However, the control groups in these studies were not matched for age at first sexual intercourse or number of sexual partners. Since both of these factors have been shown to be related to the prevalence of carcinoma of the cervix (Lombard and Potter, 1950; Wynder et al., 1954) , it is possible that sexual promiscuity is a covariable affecting both the risk of developing cervical cancer and the risk of exposure to herpes genitalis.
More recently, Nahmias et al. (1973) reported preliminary results of a prospective study undertaken to evaluate the risk of cervical anaplasia developing after the detection of genital herpetic infection. They found that the rate of cervical dysplasia was twice as great, and that of in situ carcinoma eight times higher in the herpes group than in a control group in whom Type 2 antibodies could not be detected.
Despite these reports, it still cannot be said that herpes genitalis causes cervical cancer. However, the virus is under sufficient suspicion for it to be strongly recommended that a viral culture service should be available to all clinics and that cervical virus cultures should be performed routinely. Furthermore, all women with herpes genitalis should be advised to have cytological examination at regular intervals. This study has shown that cervical virus cultures were performed in only one-third of clinics with a virus culture service, and that in 40% of clinics women with herpes genitalis were not recommended to have cytology.
Conclusions
It is important that syphilis be excluded in all patients with genital ulceration. It is to be hoped, CARCINOMA OF THE CERVIX therefore, that consultants will increase both the The possibility of an association between herpes number of patients on whom darkground examinagenitalis and carcinoma of the cervix has now been tions are performed and the number of occasions on the subject of debate for more than a decade. which these examinations are carried out, and that Evidence supporting the existence of a relationship final serological tests for syphilis be repeated at has been mainly provided by a series of sero-least three months after initial exposure to risk. In epidemiological studies comparing the prevalence view of the relative ineffectiveness of IDU and of antibodies to herpes virus Type 2 among women photodynamic inactivation it is suggested that with dysplasia, carcinoma in situ, and invasive palliative therapy is the most appropriate and least carcinoma with that found in control groups -expensive treatment. The association between (Rawls et al., 1968 (Rawls et al., , 1969 Nahmias et al., 1970; E cervical 
